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A B S T R A C T

In this study, we examined the underlying role of anger in posttraumatic stress disorder (PTSD). Although anger
is currently considered within two symptoms of PTSD (i.e., anger/irritability; and negative emotional state),
some research has found that anger is more than just a diagnostic symptom of PTSD. The sample consisted of 375
trauma-exposed individuals that completed the PTSD Checklist-5 and Dimensions of Anger Reactions Scale.
Confirmatory factor analysis was used to assess PTSD's factor structure based on the four-factor DSM-5 PTSD
model. Subsequently, the model was re-tested, statistically controlling for anger by regressing PTSD's items on an
observed anger score. Individual factor loading differences were then compared to determine anger's underlying
role. Results indicated that a significant amount of variance in PTSD, at both the item level and factor level, was
attributable to an underlying dimension of anger. The largest factor attenuation was for the symptom of irrit-
ability/anger and the smallest attenuation was recklessness. The results suggest that anger underlies more of
PTSD than the two diagnostic symptom criteria.

1. Introduction

Heterogeneity and comorbidity issues associated with posttraumatic
stress disorder (PTSD) are longstanding in the literature. Despite recent
changes in the DSM-5 nosology, such as the inclusion of PTSD into the
new category of trauma- and stressor-related disorders, comorbidity
persists between PTSD and most notably several mood, anxiety, and
substance use disorders (Brown et al., 2001; Calabrese et al., 2011;
Kessler et al., 2005; Pietrzak et al., 2011). Furthermore, more recent
research examining comorbidity problems between PTSD and other
disorders have indicated only slight differences since the release of
DSM-5 (Elhai et al., 2012; Forbes et al., 2011). Research has recently
begun to examine potential general underlying dimensions of PTSD to
help explain the heterogeneity problem (Byllesby et al., 2016). One
aspect of general distress that is particularly relevant to PTSD is anger/
irritability. The present study aimed to fill the gaps in the literature by
examining anger as a potential general underlying dimension of PTSD.

1.1. Posttraumatic stress disorder

The DSM-5 adopted a symptom structure based on the emotional
numbing model (King et al., 1998). This included a change from three

symptom clusters to four symptom clusters of intrusions, avoidance,
negative alterations in cognition and mood, and alterations in arousal
and reactivity (American Psychiatric Association, 2013). In addition,
three new symptoms were added to the diagnostic criteria: negative
beliefs or expectations about oneself, others, or the world (negative
alterations in cognition and mood); persistent negative emotional state
(e.g., fear, horror, anger, guilt; negative alterations in cognition and
mood); and reckless or self-destructive behavior (alterations in arousal
and reactivity). These new symptoms are not necessarily specific to
PTSD and are actually potential representations of generalized distress.
Given the non-specificity of these new symptoms and prior non-specific
PTSD symptoms, additional research regarding PTSD and factors of
generalized distress is warranted.

1.2. Anger and PTSD

Regarding the current heterogeneity problem of PTSD, anger is an
important empirical consideration. First, it is subsumed within the non-
specific general distress dimension argued to underlie trauma, mood,
and anxiety disorders (Watson, 2005, 2009). Additionally, although
anger is not a diagnosis, it is symptomatic of several distress disorders.
For example, anger or irritability can be found in PTSD, generalized
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anxiety disorder (GAD), bipolar, impulse control disorders, and bor-
derline personality disorder (BPD; American Psychiatric
Association, 2013). These relations highlight the importance of ex-
amining anger as a potential underlying part of PTSD. Although the
present study did not examine PTSD's relationship with other disorders,
examining underlying mechanisms of PTSD alone can inform future
research.

Prior research has already demonstrated significant associations
between anger and several anxiety disorders, including GAD, panic
disorder, OCD, and PTSD (Chemtob et al., 1994; Riggs et al., 1992;
Schützwohl and Maercker, 2000). Although these associations are no-
table, the association between anger and PTSD appears to be strongest.
For example, the relationship between anger and PTSD persists even
after the removal of anger-related symptoms in PTSD (Novaco and
Chemtob, 2002). Furthermore, Novaco and Chemtob (2002) demon-
strated that anger explains 40% of the variance in PTSD, suggesting that
it is a strong underlying dimension of the disorder. Although anger
difficulties have been found to be highest among Veterans (Orth and
Wieland, 2006), the experience of anger is also reported among in-
dividuals with other traumatic events as index traumas (McFall et al.,
1999). Combined, these data further support anger as potentially un-
derlying PTSD and inspired the current research to examine this re-
lationship in a novel way.

At the symptom cluster level for PTSD, anger is present in both the
negative alterations in cognition and mood cluster (i.e., ‘persistent ne-
gative emotional state’ symptom) and alterations in arousal and re-
activity cluster (i.e., ‘irritability and anger’ symptom). It is noteworthy
that these two symptoms are diagnostically distinct despite anger's
presence in both. In other words, irritability and anger represent more
behavioral experiences and persistent negative emotionality en-
compasses general negative affect that may include anger or other ne-
gative emotion symptoms. Studies have demonstrated that PTSD's
numbing and arousal factors predict trait anger, intrusion factor pre-
dicts aggression (Hellmuth et al., 2012), and both intrusions and
avoidance/numbing factors significantly predict trait anger (Raab et al.,
2013). Conversely, some research has also shown that anger predicts
intrusions, avoidance/numbing, and hyperarousal symptoms
(Kulkarni et al., 2012). Using a five-factor dysphoric arousal model of
PTSD (Elhai et al., 2011), Durham and colleagues, found that anger was
significantly more related to the dysphoric arousal factor than intru-
sion, negative alterations in cognition and mood, and anxious arousal
factors (Durham et al., 2016). These data further support the notion
that anger may be present in more than the two diagnostic symptoms
and perhaps is an underlying mechanism.

Several theoretical models have been proposed to explain the sig-
nificant relationship between PTSD and anger. Most notably, anger/
irritability is conceptualized as an aspect of general dysphoria or non-
specific distress that is common to all distress-related disorders, in-
cluding PTSD, unipolar depression, and generalized anxiety disorder
(Watson, 2005). Given anger is one aspect of non-specific distress, it
could potentially be contributing to PTSD's high comorbidity with other
distress-based disorders. Although anger is not the only affective state
contributing to general distress, other common constructs, such as sleep
disruptions, concentration problems, negative emotional states (fear,
worry, dysphoria), distorted cognitions (blame, guilty, shame), loss of
interest or social isolation could also contribute to these relationships
(Watson, 2009). The present study however is specifically interested in
anger due to its high occurrence rate in PTSD and associated problems.
For example, anger in the context of PTSD is associated with worse
symptom severity (McHugh et al., 2012) and poor treatment outcome
(Foa et al., 1995; Forbes et al., 2008; Galovski et al., 2014). Again,
although the present study did not examine anger as it pertains to PTSD
and comorbid disorders, gaining a better understanding of specific
constructs thought to underlie PTSD alone will help to inform future
research.

1.3. Current study aims

Prior theory and research suggests that general negative affect un-
derlies PTSD. Although general distress is considered a broad, non-
specific construct, there are several nuanced negative emotional states
subsumed within the general distress construct such as fear, anger,
sadness, and guilt (Watson, 2005). The purpose of the present study was
to begin to establish an understanding of what specific factors underlie
PTSD. Our analysis was an examination of PTSD's factor loadings before
and after controlling for anger. This type of examination allowed for us
to test how much variance in each of the four PTSD factors is related to
anger. In accord with the hierarchal model of distress disorders
(Watson, 2005) and clinical theories explaining the relationship be-
tween PTSD and anger (e.g., Chemtob et al., 1997; Foa et al., 1995), we
hypothesized that anger would be significantly related to PTSD at the
symptom level across all four factors, not only negative alterations in
cognition and mood and alterations in arousal and reactivity which
include anger-related items.

2. Methods

2.1. Participants and procedure

Participants were community adults recruited via Amazon's
Mechanical Turk (Mturk), an online labor marketplace (Landers and
Behrend, 2015; Paolacci and Chandler, 2014; Shapiro et al., 2013).
Data collection took place in July, 2015. Participants completed a series
of anonymous, self-report questionnaires online. Participants were
awarded 50 cents for their participation in the brief survey (average
completion time was 19 minutes). Participants were required to be at
least 18 years of age, a resident of the United States or Canada, meet
DSM-5 trauma-exposure criteria for which we screened to establish
eligibility criteria, and received ratings of high quality work on pre-
vious Mturk tasks, which Amazon specifies to be greater than 90%
ratings on Human Intelligence Tasks. The study included several va-
lidity items to ensure high quality data. Informed consent was obtained
prior to survey initiation, and the university's Institutional Review
Board approved all procedures.

2.2. Measures

2.2.1. Stressful Life Events Screening Questionnaire (SLESQ)
The SLESQ (Goodman et al., 1998) is a 13-item self-report measure

assessing for lifetime exposure to traumatic events in more depth than
the SCID trauma screen. The measure encompasses 12 broad categories
of trauma exposure, consistent with Criterion A of PTSD's diagnostic
criteria. A modified version of the SLESQ was used in the present study
that included a single question about repeated or extreme exposure to
gruesome or horrific details of trauma and inquiry as to whether or not
the trauma was experienced through electronic media or one's occu-
pation. These modifications were added to be consistent with the DSM-
5 diagnostic criteria for PTSD and have been used in a previous study
(Elhai et al., 2012). The final question of the SLESQ prompts partici-
pants to elect a single worst trauma to bear in mind during completion
of the PCL-5. If participants did not indicate a most distressing trauma
on the SLESQ, they skipped out of the rest of the survey and were in-
formed that they did not meet the criteria for participation in the cur-
rent study. The SLESQ demonstrated good test-retest reliability with a
median kappa of 0.73 and good convergent and concurrent validity
(r=0.77) with a longer, more extensive, interview of trauma exposure
(Goodman et al., 1998).

2.2.2. PTSD checklist for DSM-5 (PCL-5)
The PCL-5 (Weathers et al., 2013) is a 20-item self-report measure

examining PTSD symptom severity. The questions on the PCL-5 map
directly onto the diagnostic criteria for PTSD. Participants rate their
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PTSD symptom severity on a five-point Likert-type scale (0= “Not at
all” to 4= “Extremely”). Studies investigating the psychometrics of the
PCL-5 suggest it has excellent reliability (alpha= 0.91) and convergent
validity compared to the PTSD-S (specific Stressor DSM-IV version),
r=0.90 (Wortmann et al.,2018).

2.2.3 The dimensions of anger reactions scale (DAR-5)
The DAR-5 (Forbes et al., 2014) is a 5-item self-report measure as-

sessing for anger reactions rated from 0= “Not at all” to 5= “Very
much”. Spearman correlations between the DAR-5 and the single item
on the PCL assessing for anger/irritability were 0.52 at intake and 0.70
at follow-up demonstrating the DAR measures a similar yet distinct
construct (Forbes et al., 2014). Internal consistency for the DAR-5 was
0.91 at intake and 0.94 at follow-up (Forbes et al., 2014), and the
original DAR demonstrated good discriminant validity with the Hos-
pital Anxiety and Depression Scale (Forbes et al., 2004).

2.3. Data analyses

Data were first screened for missingness. Cases for any individual
who was missing greater than 50% of responses on either the PCL-5 or
the DAR-5 were removed prior to the conducting the primary analyses.
Any additional missing data were estimated with Mplus 7 software
using maximum likelihood estimation with a pairwise present ap-
proach. Confirmatory factor analysis (CFA) was conducted to test the
model fit of the four-factor DSM-5 model of PTSD using the PCL-5
(factors: intrusions, avoidance, negative alterations in cognition and
mood, alterations in arousal and reactivity). To compute a score for the
intrusions subscale, we summed items 1 through 5; for avoidance, items
6 and 7; for negative alterations in cognition and mood, items 6–14; and
for alterations in arousal and reactivity, items 15–20. Goodness of fit
indices obtained were the comparative fit index (CFI), Tucker-Lewis
index (TLI), and root mean square error of approximation (RMSEA),
and were used to assess how well the model fit the data. Excellent
model fit is characterized as CFI and TLI values greater than 0.95, and
an RMSEA value less than 0.06 (Hu and Bentler, 1999). Items on the
PCL-5 were treated as ordinal due to items including five or fewer re-
sponse options. A polychoric covariance matrix and probit regression
coefficients were thus generated, and robust weighted least squares
estimation with a mean- and variance-adjusted chi-square (WLSMV)
was used for the CFA. Residual error covariances were fixed to zero, and
factor variances were fixed to one.

Subsequently to testing the fit of the four factor DSM-5 PTSD model,
we retested the model controlling for anger by regressing the items of
the PCL-5 on an observed total score for the DAR-5. Standardized factor
loadings and regression coefficients between anger and PTSD were
examined. Aroian z-tests (Aroian, 1947) were used to examine the
differences between the factor loadings and factor correlations before
and after controlling for anger. A Bonferroni–Holm correction was used
to control for Type I error. Changes in factor inter correlations were also
calculated and interpreted before and after controlling for anger. Fi-
nally, BIC values were calculated and used for model comparisons.
Based on Raftery (1995), a BIC difference of 10 or greater lends strong
support that the model with the lower BIC value is a better fit to the
data.

3. Results

The effective sample was 375 trauma-exposed individuals. The
sample was predominantly female (n=234, 62.4%). The majority of
subjects reported having a bachelor's degree (n=122, 32.5%), some
college but no degree (n=87, 23.2%), or master's degree (n=54,
14.4%). The majority of subjects reported working full time (n=192,
51.2%), unemployed (n=70, 18.7%), or working part time (n=54,
14.4%). The majority of subjects reported being married (n=164,
43.7%), single, never married (n=70, 18.7%), or in a relationship,

living together (n=58, 15.5%). The subjects were predominantly
Caucasian or White (n=281, 74.9%), Asian (n=39, 10.4%), or
African American or Black (n=31, 8.3%). The subjects identified
predominantly as Not Hispanic or Latino (n=285, 76.0%). The ma-
jority of subjects reported an annual household income of $15,000 to
$24,999 (n=67, 17.9%), less than $15,000 (n=57, 15.2%), or
$35,000 to $49,999 (n=56, 14.9%). The average age of subjects was
35.84 (SD=12.64).

The majority of subjects endorsed death of a family member or close
friend as their most distressing trauma (n=76, 20.3%), followed by life
threatening illness (n=53, 14.1%), life-threatening accident (n=42,
11.2%), being physically harmed by a parent/caregiver (n=38,
10.1%), and being physically forced to have sex (n=32, 8.5%). The
average DAR-5 score was 11.63 (SD=5.39). The average PCL-5 score
was 52.27 (SD=21.02). Probable PTSD was determined based on the
presence of at least one intrusive symptom, one avoidance symptom,
two negative alterations in cognition and mood, and 2 alterations in
arousal and reactivity symptoms rated two or higher. This diagnostic
algorithm was proposed by Cook et al. (2003) and was modified for
DSM-5 PTSD. Based on this diagnostic algorithm, 33.13% (n=171) of
the sample met criteria for a probable PTSD diagnosis.

CFA was used to test the model fit of the four-factor DSM-5 model of
PTSD using the PCL-5 (factors: intrusions, avoidance, negative altera-
tions in cognition and mood, alterations in arousal and reactivity). The
four-factor DSM-5 PTSD model indicated acceptable fit, χ2 (164,
N=375)= 765.693, p<0.0001, CFI= 0.961, TLI= 0.955,
RMSEA=0.099 (90% CI=0.092–0.106), BIC= 20,953.492. The four-
factor DSM-5 PTSD model was then retested, controlling for anger.1

After controlling for anger, the model indicated adequate fit, χ2 (164,
N=375)= 741.804, p<0.0001, CFI= 0.937, TLI= 0.919,
RMSEA=0.097 (90% CI= 0.090 - 0.104), BIC=20,777.493. The
model in which anger was controlled for demonstrated a better fit to the
data.

At the item level, all of the standardized factor loading differences
were significant at p<0.01 (see Table 1). All attenuations, based on
Aorian Z-values (statistics reported in Table 1), were statistically sig-
nificant. The largest factor attenuation was for the symptom of irrit-
ability/anger (0.813–0.495), followed by reliving trauma
(0.901–0.707), negative beliefs (0.813–597), and recklessness
(0.851–0.614). The weakest attenuation was found for intrusive
thoughts (0.838–0.744), followed by emotional cue reactivity
(0.838–0.735), and avoidance of external reminders (0.948–0.853).
There were also significant differences between factor intercorrelations
before and after controlling for anger (see Table 2). Table 3 includes a
report of the factor correlation differences before and after controlling
for anger.

4. Discussion

The purpose of the present study was to examine the underlying role
of anger in PTSD. The results support the notion that anger's presence in
PTSD is not limited to the two diagnostic criteria but statistically anger
exists throughout the disorder. Prior theory suggests that there is per-
haps a general negative affect/distress dimension that underlies PTSD,
depression, and anxiety and recent research supports this notion
(Byllesby et al., 2016a; Charak et al., 2014). Although flushing out
some of the broad underlying factors of PTSD is informative as to the
heterogeneity and comorbidity issues surrounding these disorders
(Byllesby et al., 2016a), gaining a better understanding of the more
nuanced distress dimensions underlying PTSD specifically will help to
inform clinicians and researchers about the complexity surrounding
PTSD.

Despite the heterogeneity in item content across the four factors of

1 The r-square for the variance accounted for in PTSD by anger is 0.004.
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PTSD, anger-related variance was extracted from each factor. Although
anger was more highly correlated with negative alterations in cognition
and mood and alterations in arousal and reactivity, as would be an-
ticipated based on item content and theory, it had modest correlations
with intrusions and avoidance as well. Further, after controlling for
anger at the item level, the factor intercorrelations significantly de-
creased, indicating that anger potentially contributed to these high
correlations. Previous research has indicated that PTSD's intrusions and
avoidance are more anxiety-based factors and that the negative al-
terations in cognition and mood (or previously dysphoria/emotional
numbing) factor is more dysphoria-based and related to depressive
disorders (Armour et al., 2012; Biehn et al., 2013; Byllesby et al.,
2016b). This can support the hypothesis that anger is a specific sub-
factor of distress that permeates distress disorders and potentially their
comorbidity.

4.1. Implications

Theoretically and empirically speaking, these results are in-
formative. Despite the longstanding relationship between PTSD and
anger in the extant literature, psychologists do not necessarily have a
clear understanding of this relationship. It is tempting to speculate that
the relationship between PTSD and anger is merely due to anger being
symptomatic of PTSD. However, research suggests that the relationship
is more complicated. For example, Novaco and Chemtob (2002) de-
monstrated that removing anger-related symptoms from PTSD's diag-
nostic criteria did not weaken the relationship between PTSD and

anger. Other research is just beginning to examine this relationship
more precisely. In regard to the two PTSD symptoms for which anger is
involved, the factor loading for persistent negative emotional state had
a small, albeit significant, attenuation after controlling for anger. This
may imply that perhaps anger is not as strong of a dimension of this
symptom as the other (i.e., fear, horror, guilt, shame). Future research
is warranted to investigate the heterogeneity of this symptom in par-
ticular. Regardless, given strong attenuations for the irritability
symptom, these results demonstrate that not only is anger present at the
individual symptom level, but also at the factor level.

Although not examined in the present study, these results could
have implications for the heterogeneity of PTSD, which is one of the
greater clinical and empirical quandaries associated with the diagnosis.
Comorbidity between PTSD and substance use disorders, depression,
and anxiety disorders are striking with some statistics indicating pre-
valence's above 50% (Kessler et al., 1995). Also noteworthy are the
striking negative effects of comorbidity. For example, comorbidity be-
tween PTSD and depression is associated with increased burden and
poorer and delayed treatment response (Campbell et al., 2007). One
study demonstrated that among individuals with substance abuse pro-
blems, those with an additional PTSD diagnosis experienced more
hospitalizations (Brown et al., 1995). The potential consequences as-
sociated with comorbid PTSD illustrate the importance of furthering
our understanding of the explanatory mechanisms. Likewise, clinicians
could benefit from more thorough screening of PTSD and potential
underlying anger issues during diagnostic assessments. Given these
results determined that anger is one underlying dimension of PTSD,
future research may build upon this research by examining if anger
underlies PTSD and some of the aforementioned comorbid disorders.

One surprising finding was in regard to the negative alterations in
cognition and mood and alterations in arousal and reactivity factor
attenuations. Our data indicated that the correlation between these two
factors did not significantly decrease subsequent to controlling for
anger. One possibility for this finding is simply that anger is not the
strongest subcomponent of these two factors. Another implication is
that although anger may not be a strong explanatory dimension of the
relationship underlying these two factors, the high correlations that
remain suggest that the heterogeneity problem associated with PTSD
may primarily exist within these two factors. One final thought is that
perhaps after controlling for anger, as subsumed within an element of
general distress, what remains between these two factors is PTSD

Table 1
Standardized factor loadings for the DSM-5 PTSD model before and after controlling for anger.

Factor/Symptom Cluster Item Factor loading without controlling Anger Factor loading controlling Anger Aorian Z-value p-value

B. Intrusions B1: Intrusive thoughts .838 .744 3.166 .050
B2: Nightmares .841 .706 3.832 .010
B3: Reliving trauma .901 .707 6.569 .002
B4: Emotional cue reactivity .838 .735 3.174 .025
B5: Physiological cue reactivity .860 .686 5.046 .002

C. Avoidance C1: Avoidance of thoughts .843 .728 3.264 .012
C2: Avoidance of external reminders .948 .853 3.217 .016

D. NACM D1: Trauma-related amnesia .752 .527 4.446 .007
D2: Negative beliefs .813 .597 5.854 .002
D3: Distorted blame .807 .595 5.617 .002
D4: Persistent negative emotional state .869 .698 5.237 .003
D5: Lack of interest .891 .710 5.781 .003
D6: Feeling detached .828 .667 4.716 .003
D7: Inability to experience positive emotions .907 .728 5.875 .003

E. AAR E1: Irritability/anger .813 .495 8.308 .004
E2: Recklessness .851 .614 5.852 .004
E3: Hypervigilance .831 .687 4.326 .008
E4: Easily startled .875 .702 5.298 .005
E5: Difficulty concentrating .876 .704 5.414 .005
E6: Difficulty sleeping .816 .650 4.499 .006

Note. NACM=Negative alterations in cognition and mood; AAR=Alterations in arousal and reactivity; p-value reflects a Bonferroni–Holm correction; all at-
tenuations are significant at p<0.05.

Table 2
Factor correlations before and after controlling for anger.

Intrusions Avoidance NACM AAR

Intrusions – .769 (2.23)* .757 (3.16)** .771 (3.13)**
Avoidance .828 – .634 (2.58)* .654 (2.48)*
NACM .840 .734 – .811
AAR .849 .746 .893 –
Anger .544 .468 .624 .636

Note. NACM=Negative alterations in cognitions and mood; AAR= Alterations
in arousal and reactivity; Correlations below the diagonal are original factor
correlations and correlations above the diagonal are factor correlations after
controlling for anger; *significant at p<0.05; **significant at p<0.001; z –
values are in parentheses
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related anger.
As per the results, anger was found to be part of a general under-

lying dimension of PTSD above and beyond the two diagnostic symp-
toms for which anger comprises. This research contributed to the lit-
erature by examining a specific underlying dimension of PTSD while
other theory and research has looked at underlying dimensions of PTSD
more broadly. Prior theory proposes general negative affect to underlie
mood/anxiety disorders (Watson, 2005,2009) and these results indicate
that anger may be one strong dimension of general negative affect.
Understanding anger as a specific factor that underlies PTSD leaves one
to speculate if anger underlies other disorders that PTSD is comorbid
with, namely depression, substance use, and anxiety. A prior meta-
analysis demonstrated that although anger demonstrated more speci-
ficity to PTSD than anxiety disorders, anger indeed demonstrated spe-
cificity to those disorders as well (Olatunji et al., 2010). Future re-
search, in conjunction with the present study, may find that anger is a
significant contributor to the high comorbidity between the afore-
mentioned disorders.

4.2. Strengths and limitations

Although the present study has much strength, it is also not without
limitations. The current sample endorsed experiencing a wide range of
traumatic events; however the use of a non-clinical sample leaves one
potentially unable to generalize to other populations. Likewise, the data
were collected via self-report which leave room for potential bias and
dishonest answering. One potential statistical limitation is the accep-
table and adequate fit of the models. Another potential statistical lim-
itation, although not directly related to the hypotheses was the r-square
for the variance accounted for in PTSD by anger was only 0.004, which
is a modest amount of variance. Although in the present study anger
was found to be one aspect of the general distress underlying PTSD,
future research should examine if perhaps anger is responsible for the
comorbidity surrounding PTSD and other mood and anxiety disorders,
as the present study did not address this issue directly. Additionally,
future research should examine other forms of general distress to assess
attenuation on PTSD's factor loadings and intercorrelations. Despite the
use of a non-clinical sample, participants were demographically het-
erogeneous and endorsed quite a variety of traumatic events, which is a
major strength of the study. Data were collected and screened in order
to maximize quality, and other studies have found this type of sampling
leads to diverse and high quality data (Paolacci and Chandler, 2014).

4.3. Future directions

Future research will want to examine the validity of this research
question among other populations. Specifically, examining clinical po-
pulations will further legitimize the clinical implications drawn from
these results. Likewise, although we know anger is present among in-
dividuals with exposure to a variety of traumatic events, research de-
monstrates that Veterans tend to experience more anger than their ci-
vilian counterparts. Uncovering potential differences among
individuals and Veterans with variant trauma exposure would be an
interesting avenue for future research. Future research may also benefit
from utilizing clinician-administered scales, which tend to be more
robust than self-report measures. Although beyond the scope of the
present study, future research should build upon this study by ex-
amining if anger underlies PTSD and other disorders by testing com-
bined models, as opposed to individual models. Examining this research
question will help elucidate the comorbidity issue even more so.
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